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INTRODUCTION
T
Background
Project aim
Literature review
he World Health Organization Regional Office for the Western Pacific has undertaken a project to produce a 
Sourcebook to support the integration of  poverty and gender concerns into health professional education
curricula.  Strengthening the education of  health professionals is one of  the priority areas of  the Organization's
human resource development work. The project is expected to lead to strengthened health planning, policy-making 
and service delivery, through improved capacities of  health professionals to analyse and address the 
interrelationships between poverty, gender and health.
This document presents an overview of  the first phase of  the project, which involved designing and fielding 
surveys to ministries of  health and to health professional educational institutions in the Western Pacific Region.
The analysis of  the survey results, presented in this document, will guide the development of  the Sourcebook.
As the analysis of  health outcomes becomes more refined, it is increasingly apparent that the impressive gains in 
health that humanity has experienced over recent decades are unevenly distributed.  Aggregate indicators, such as 
global, regional and national level data, often tend to mask striking variations between the health outcomes of  the 
rich and the poor, both between and within countries.  WHO reports that, on average, life expectancy has increased 
globally by almost 20 years from 46.5 years in 1950-1955 to 65.2 years in 2002.  Yet, at present, the poorest 20% of
the global population is roughly 10 times more likely to die before the age of  14 than the richest 20%.  Furthermore,
between 1970 and 2000, the under-five mortality rate (U5MR) among high-income countries decreased by more 
than 70%; while in low-income countries it fell by only 40%.  Inequalities in health are thus widening.
It is estimated that about 70% of  the world's poor are women. Similarly, in the Western Pacific Region, poverty also 
often wears a woman's face.  Indicators of  human poverty, including health indicators, often reflect severe gender-
based disparities.  In this way, gender inequality is a significant determinant of  health outcomes in the Region, with 
women and girls often at a severe societal disadvantage.
Although poverty and gender significantly influence health and socioeconomic development, health professionals 
are not always adequately prepared to address such issues in their work.  Integrating poverty and gender concerns
into health professional education could improve the awareness and knowledge of  health care providers in the 
Region about these concerns.  Health planning, policy-making and service delivery could likewise be strengthened 
through improved capacities of  health professionals to analyse and address the interrelationships between poverty,
gender and health.  This could then ensure that health professionals at the community, national and international
levels have the skills and tools to more effectively respond to the health needs of  poor and marginalized individuals 
and communities.  Together, this could result in improved health and well-being for people in the Region.
The project aims to improve the awareness, knowledge and skills of  health professionals in the Region on poverty
and gender concerns through the integration of  these concerns into health professional education.  This is sought 
to be achieved through the production of  a Sourcebook for use, with suitable adaptation, by educators of  health 
professionals to support the integration of  poverty and gender concerns into health professional training curricula.
It is expected that the Sourcebook  will also be of  use to health policy-makers and programme managers, either as a 
reference document or in conjunction with in-service training.
International attention is now, more than ever before, firmly focused on poverty reduction.  This is accompanied by 
a greater appreciation for and understanding of  the multidimensional nature of  poverty.  That is, poverty is defined 
1
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World Health Organization 2003.
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Gwatkin D 1996 in Department for International Development 2000.
3
 Victora et al. 2003 in Carr D 2004.
Introduction
not simply by low levels of  income or consumption, but encompasses ill-health, low levels of  education, 
voicelessness, powerlessness, and lack of  access to information, services, skills and employment.  An important
aspect of  poverty is that it overlaps with and reinforces other types of  social exclusion, such as those based on race,
ethnicity and gender.
Across countries, women's experience of  poverty is shaped by socially constructed roles that are prescribed for men
and women.  Worldwide, women carry a double burden combining productive activities with reproductive activities,
such as childrearing and other household duties. Globally, women, on average, earn only slightly more than 50% of
what men earn.  Compared to men, women often have limited or no control over means of  production, such as cash, 
collateral and credit, and lack access to education, skills, employment opportunities and political representation.  As 
a result, women lag behind men in almost every social and economic indicator of  well-being.
Tackling poverty in all its dimensions has led to a greater concern with the health of  the poor; just as a greater
commitment to gender equality is manifested in an increased focus on the health of  women and girls.  This is 
further supported by evidence on the interrelationship between poverty, gender and health at the household, 
community and national levels. The poor consistently identify good health as central to their survival and their 
vulnerability to the impoverishing effects of  ill-health as a key dimension of  their poverty.
A simple representation of  the interrelationship between poverty and health consists of  two reinforcing cycles:
Whether at the household, community or national level, poverty is seen to be an important determinant of  ill-
health. It is becoming increasingly clear that the global burden of  disease mirrors the distribution of  income and 
wealth. Inequality in the global burden of  disease is stark: the poorest 20% of  the global population suffers over
half  of  the death and disability caused by communicable disease (43.7% of  mortality and 49.8% of  DALY loss), 
while the richest 20% of  the global population experiences a mere 4.2% of  mortality and 2.6% of  DALY loss from 
communicable diseases. Within countries the poor suffer a disproportionate burden of  morbidity and mortality
(Figure 1). The overlap between gender and poverty is clearly illustrated by the striking gap in the maternal
4
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• Vicious cycle: • Virtuous cycle:
Poverty breeds ill-health. Higher income is linked to good health.
Ill-health causes poverty. Good health is linked to higher income and welfare.
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Lampietti J, Stalker L 2000. For example, it is estimated that two thirds of  the illiterate adult population are women and although 
women tend to live longer than men, they are more often sick and disabled (Asian Development Bank, 1999).
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Gwatkin D, Guillot M. 2000. To calculate the burden of  disease on the global poor, Gwatkin and Guillot disaggregate deaths from all 
causes into three principal disease groups: (1) communicable diseases, maternal and perinatal conditions, and nutritional deficiencies; (2) 
noncommunicable diseases; and (3) accidents and injures.  However, for ease of  expression, the authors refer to group 1 conditions as 
communicable diseases.  The discussion in this section follows their terminology.
Figure 1: Under-five mortality rates (deaths among children under five per 1000 live births)
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4mortality rate (MMR) between the rich and the poor. In the Western Pacific Region, the MMR ranges from 2.7 per 
100,000 live births in Singapore to 530 in the Lao People's Democratic Republic.  Recent evidence suggests that the 
poor are beginning to bear a "double burden of  disease" because they suffer from lifestyle or noncommunicable
diseases and common mental disorders more than the non-poor.
For the poor, the link between ill-health and poverty is clear: ill-health leads to greater poverty; good health is key to 
ensuring higher productivity and increased income.  The total cost of  seeking treatment may be disaggregated into 
the direct cost (for example, fees charged for health care), indirect costs (for example, the cost of  transportation and 
food) and opportunity cost (for example, time away from work).  While the absolute cost may be lower for the poor 
than that for the non-poor, as a share of  non-food expenditure, the relative cost is higher for the poor than that for 
the non-poor.  In Mongolia, for example, estimates from the 1998 Livelihood Measurement Survey found that poor 
households spent 3% and non-poor 2% of  their income on medical and pharmaceutical costs.  Limited savings
and a general lack of  health insurance may further constrain the ability of  poor households to meet the direct and
indirect cost of  seeking care.  The opportunity cost is likewise greater for the poor.  This is because the poor often 
earn income from their labour.  Any reduction in labour supply or decrease in productivity due to periods of  illness 
results directly in a decrease in individual and family income.  Poor families may be especially hard hit if  the 
breadwinner falls ill.  Estimates from Viet Nam suggest that overall spending on health care added approximately
4.4% to the head count under the food-based poverty line in 1993 and 3.4% in 1998.  Evidence is also mounting on 
the relationship between a higher burden of  disease and lower economic growth and poverty reduction at the level
of  country or society.
Although the health care needs of  the poor are greater than those of  the non-poor, evidence suggests that they 
experience systematically lower access to appropriate health care services than do the non-poor (Figure 2).  In fact, 
it has frequently been observed that “the availability of  good medical care tends to vary inversely with the need for it 
in the population served.”  This phenomenon is known as the inverse care law. Furthermore, evidence increasingly 
questions the assumption that “interventions against conditions concentrated among the poor can be expected to 
benefit primarily the poor victims of  those conditions.”
Inequalities in access to health care arise from a number of  financial and non-financial barriers, one of  which is the 
actual or perceived lower quality of  health care the poor may receive.  Evidence shows, for example, that even if
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Figure 2: Women receiving delivery assistance from a doctor or nurse/midwife (%)
(Source: Gwatkin D et al. 2003 in Carr D 2004)
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5poor children are taken to appropriate health care facilities, they are less likely to receive proper treatment than non-
poor children.  Public health services are often designed to meet the needs for poor populations.  Yet, many 
health centres are characterized by a general a lack supplies and equipment, shortage of  essential medicines and 
neglected or dilapidated infrastructure.  Health services are likewise seen to include long waiting times,
inconvenient hours, rude and disrespectful staff, and an overall low quality of  care.  Furthermore, there is some 
evidence that health care providers are not sufficiently aware or sensitive to the health care needs and preferences 
of  the poor.  At the same time, women and girls face various gender-related barriers to access to health care.
Increasing the capacity of  the health system to respond to gender and poverty concerns depends on improving the 
knowledge, skills and awareness of  health professionals to adequately address these issues.  The two surveys were
thus designed to assess the extent to which the national health structures are gender- and poverty-focused and the 
capacity of  educational institutions to prepare health professionals to deal with these issues.
Surveys were fielded to ministries of  health and health professional education institutions in the Western Pacific
Region (see the two surveys in Annexes A and B, respectively). In the two surveys presented, and in the Sourcebook, 
the term poverty is used to refer to differences and inequalities in the situations and needs of  economically and 
socially disadvantaged groups.  Examples of  poverty-focused strategies may include targeting the poorest areas,
the least-served districts, remote or marginalized communities, or low-income families.  The term gender is used to 
refer to differences and inequalities in the situations and needs of  men and women that are based, not on biological 
differences, but on societal understanding of  being male and female.  For example, women may be more vulnerable 
than men to domestic violence, because of  their typically inferior status in the home.  The morbidity or mortality
burden associated with such abuse would thus be an example of  a gender-based health inequality.
The responses to the two surveys are the focus of  the analysis presented here and are considered by geographic
distribution (Asia or the Pacific) and by level of  development.  The distribution of  responses to the survey of
educational institutions is found in Figure 3, and Table 1 presents the distribution of  responses to the two surveys
by region, those being Asia and the Pacific.  See Annex C for a list of  respondents from countries in Asia and in the 
Pacific.
15
Overview of  the surveys
16
17
Study methodology
15
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16
Organisation for Economic Co-operation and Development and World Health Organization 2003.
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Figure 3: Distribution of  responses to the survey of  health professional educational 
institutions by country
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6 Introduction
To facilitate an analysis by level of  development, responses are classified into three categories: high, medium and 
low levels of  development.  These three categories are employed to ensure that the ranking of  countries by level of
development more accurately reflects the situation in the Region.  These categories were derived using an 
amalgamation of  the methods used by the United Nations and the World Bank to rank countries by level of
development (see Annex D for an overview of  these categories and a ranking of  respondents).  The distribution of
responses by level of  development is shown in Figure 4. 
Responses from health professional educational institutions to the second survey were likewise considered by size 
and type of  institutions (see Annex E for a ranking of  respondents by size of  institution and Annex F for the list of
respondents by type of  institution).  Large institutions constitute the majority of  respondents (76%) and responses 
are distributed between nursing schools (59%), medical schools (22%) and educational institutions offering two or 
more types of  education (medical, nursing, midwifery, others) (19%). 
It should be noted that in the following analysis the raw data are interpreted from a technical standpoint rather than 
reported in their raw form.  In particular, a content analysis of  raw data was undertaken by clustering responses.
In both the first and second survey, responses to the open-ended questions varied considerably in both quality and 
comprehensiveness.  The data reported are prone to subjective analysis given the varied individuals to whom the 
surveys were assigned. Further, respondents may not have presented accurate and complete data and the 
information requested may not have existed or been available in the timeframe requested.  Specifically, concerning
the first survey (to ministries of  health), the term "current national health plans" was often interpreted to refer to 
both current health plans and future plans.  Finally, not all of  the respondents replied using the requested format.
Study limitations
18
18
The Ministry of  Health from Mongolia kindly returned survey questionnaires completed by a number of  departments within the 
Ministry.  These responses are summarized into a single response in the analysis presented.
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of  development
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Figure 4: Distribution of  responses by level of  development
Table 1: Distribution of  responses by region
  Asia   Pacific    Total
Number % Number % Number  %
of  responses  of  responses  of  responses
Survey to ministries of  health 9 43 12 57 21 100
Survey to educational institutions 20 54 17 46 37 100
Survey one: 
The integration of  poverty and gender
concerns into health policies,
plans and programmes
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SURVEY ONE:
The integration of  poverty and gender concerns into health policies, plans and 
programmes
A
Current national health policies, plans and programmes addressing issues of  poverty
and/or gender
n open-ended survey was fielded to ministries of  health in 36 countries and areas in the Region in October 
2001.  The survey was designed to assess the extent to which current national health policies, plans and 
programmes in the Region are focused on poverty and gender.  The survey targeted policy-makers or programme
managers in the ministries of  health, who were encouraged to seek the collaboration of  health human resource 
development managers to assist in completing the questionnaire (see Annex A for a copy of  the questionnaire). A 
total of  21 governments responded, for a response rate of  58%.
Of  the 21 responses received from ministries of  health in the Western Pacific Region, 67% (14) report current
national health policies, plans and programmes addressing issues of  poverty and 52% (11) report those addressing 
issues of  gender (Figure 5). 
As seen in Table 2 and Figure 6, 89% of  respondents from ministries of  health in Asia, and 50% from ministries of
health from countries in the Pacific report having current national health policies, plans and programmes
addressing issues of  poverty.  Responses from countries in Asia and the Pacific are evenly distributed among those 
8 Survey one: The integration of  poverty and gender concerns into health policies, plans and programmes
25
20
15
10
5
0
No
Yes
               Poverty                  Gender
Figure 5: Current national health policies, plans and programmes addressing issues of  poverty
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Table 2: : Current national health policies, plans and programmes addressing issues of  poverty
and/or gender (by level of  development)
Poverty Gender
Yes         No Yes        No        Total
Number % Number % Number  %  Number  %
of  responses  of  responses  of  responses of  responses
Asia 8 89 1 11 5 56 4 44 9
Pacific 6 50 6 50 6 50 6 50 12
Total 14 67 7 33 11 52 10 48 21
   Poverty          Gender                    Poverty          Gender
                 Asia                                           Pacific
1
8
4
5
6
6
6
6
Figure 6: Current national health policies, plans and programmes addressing issues of  poverty
and/or gender (by region)
No
Yes
Table 3: Current national health policies, plans and programmes addressing issues of  poverty
and/or gender (by level of  development)
Level of Poverty Gender      Total
Development
Yes  No Yes         No
Number % Number % Number  %  Number  %
of  responses  of  responses of  responses of  responses
High 8 80 2 20 8 80 2 20 10
Medium 1 33 2 67 1 33 2 67 3
Low 5 63 3 38 2 25 6 75 8
Total 14 67 7 33 11 52 10 48 21
9
that report current national health policies, plans and programmes addressing issues of  gender and those who 
report not having such policies, plans and programmes.
The majority (80%) of  respondents from countries with a high level of  development and 33% of  respondents from 
countries with a medium level of  development report that their current national health policies, plans or 
programmes address issues of  poverty and gender.  Among respondents from countries with a low level of
development, 63% explain that their current national health policies, plans or programmes address issues of
poverty, while only 25% report current national health policies, plans and programmes addressing issues of  gender
(Table 3 and Figure 7).
Poverty      Gender                 Poverty       Gender                 Poverty      Gender
           Low                                    Medium                                   High
3
5
Figure 7: Current national health policies, plans and programmes addressing issues of  poverty
and/or gender (by level of  development)
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Respondents reporting that their current national health policies, plans and programmes address issues of  poverty
and gender provided a variety of  examples, which offer insights into the types of  policies, plans and programmes
a
Table 4: Analysis of  reported policies, plans and programmes addressing issues of  poverty
Type of  policies, plans and programmes %
Improve economic accessibility of  health services 17
Universal coverage of  health services 13
Prioritize public funding, service delivery and quality improvements in rural,
remote and underprivileged areas 13
Prioritize health services targeting low-income groups 11
Prioritize health programmes targeting health conditions associated with poverty 11
Equity in health financing and health outcomes 9
Prioritize the level of  services provision 7
Policies, plans and programmes noted but not actuallly linked to poverty 7
Review and evaluate programmes to ensure effectiveness in targeting low-income groups 4
Increase responsiveness of  the health system for the poor 4
Policies, plans and programmes noted but not actually linked to health 4
Total 100
a
The total number of  examples in this table is greater than the number (14) of  respondents with current national health policies, plans 
and programmes addressing issues of  poverty.  Many of  the respondents provided more than one example each of  such current
national policies, plans and programmes. Please refer to question one in the survey to ministries of  health found in Annex A.
No
Yes
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10 Survey one: The integration of  poverty and gender concerns into health policies, plans and programmes
ministries of  health in the Region understand to be poverty- and gender-responsive.  The examples regarding
poverty-related current national health policies, plans and programmes are grouped into eleven categories, as seen 
in Table 4.  A summary of  the examples provided by respondents is found in Annex G.
Many responses describe policies, plans and programmes that promote universal access to health services, either by
extending free or subsidized health care or complete geographical coverage of  services.  While these current
national health policies, plans and programmes do not actively target the poor, by definition the poor should 
benefit.  Other examples outline health policies, plans and programmes that clearly prioritize poor individuals,
households and communities, such as prioritizing health interventions targeting diseases associated with poverty
(communicable diseases, maternal and child health conditions, malnutrition) and health interventions that target
low-income groups, such as distributing free contraceptives to low-income families and improving the nutritional
status of  those suffering from malnutrition.
Many of  the examples provided include current national health policies, plans and programmes that aim to 
improve financial accessibility of  health care services, such as subsidizing health care services, health insurance for 
low-income groups, community-based health insurance.  Other examples focus on improving the physical
accessibility of  the poor and include prioritizing public funding, service delivery and quality improvements in rural,
remote and underprivileged areas and prioritizing the level of  services provision, such as strengthening primary
health care or expanding the provision of  basic services.  Still other respondents describe policies, plans and 
programmes that aim to increase the responsiveness of  health services through training initiatives and monitoring 
and evaluation.  However, the clearest examples of  pro-poor current national health policies, plans and 
programmes are tied to statements of  equity in health financing and health outcomes.  These health policies, plans 
and programmes seek to reduce inequalities and inequities in health outcomes by improving the health status of
clearly identified vulnerable and marginalized groups.  In contrast, the remaining health policies, plans and 
programmes described by respondents are not clearly linked to health or issues of  poverty.
Examples of  gender-focused current national health policies, plans and programmes are grouped into nine 
categories, as outlined in Table 5. A summary of  the examples provided by respondents is found in Annex H.  An 
analysis of  the examples reveals that many do indeed describe gender-responsive current national health policies,
plans and programmes.  These include, for example, policies, plans and programmes that are gender-sensitive
(reproductive health and sexual abuse), that are grounded in legislation or international human rights treaties that 
guarantee non-discrimination and equal opportunity, that identify women as a disadvantaged or vulnerable group,
and that aim to increase services responsiveness for women.  Notably, however, many responses (43%) describe 
current national policies, plans and programmes that are not necessarily gender-responsive, such as those 
19
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Table 5: Analysis of  reported policies, plans and programmes addressing issues of  gender
Type of  policies, plans and programmes %
b
Gender-sensitive policies, plans and programmes 21
Maternal health 14
b
Equality, human rights and non-discrimination 14
Women's health 11
Policies, plans and programmes noted but not actually linked to gender 11
b
Increase services responsiveness 7
b
Women as disadvantaged/vulnerable group 7
b
Monitoring, evaluation and research 7
Policies, plans and programmes beyond the health sector 7
Total 100
a
The total number of  examples in this table is greater than the number (14) of  respondents with current national health policies, plans 
and programmes addressing issues of  gender.  Many of  the respondents provided more than one example each of  such current national 
policies, plans and programmes.
b
All or a majority of  the examples that fall within the category are deemed to be gender-responsive in this analysis.
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Some respondents included references to future plans.  In other cases, it was not clear if  the policy, plan or programme under discussion 
had been implemented, is being implemented currently or is planned for future implementation.
11
addressing maternal health and women's health, those that are not clearly linked to gender or those that are 
implemented by agencies beyond the health sector.
The small sample size does not permit an analysis of  the responses for poverty or gender by regions (Asia and the 
Pacific) or by level of  development.  However, in general, ministries of  health from countries with a high level of
development appear to be more gender-responsive than those from countries with a medium or low level of
development.
Of  the 21 respondents, 52% report having current human resource development policies, plans and programmes
that include strengthening the capacity of  health professionals to address poverty and gender concerns (Figure 8). 
Current human resource development policies, plans and programmes in the Ministry of
Health that include strengthening the capacity of  health professionals to address poverty and 
gender concerns
Figure 8:  :  Current human resource development policies, plans and programmes
in Ministry of  Health that include strengthening the capacity of  health professionals to address
poverty and gender concerns
48%
52%
No
Yes
Table 6: Current human resource development policies, plans and programmes in the Ministry
of  Health that include strengthening the capacity of  health professionals to address poverty
and gender concerns (by region)
Yes    No   Total
Number % Number %
of  responses of  responses
Asia 6 67 3 33 9
Pacific 5 42 7 58 12
Total 11 52 10 48 21
Figure 9:  Current human resource development policies, plans and programmes in the Ministry
of  Health that include strengthening the capacity of  health professionals to address poverty
and gender concerns (by region)
 As seen in Table 6 and Figure 9, 67% of  ministries of  health from countries in Asia and 42% of  ministries of  health 
from countries in the Pacific report having current human resource development policies, plans and programmes
that include strengthening the capacity of  health professionals to address poverty and gender concerns.  Current
human resource development policies, plans and programmes that include strengthening the capacity of  health 
professionals to address poverty and gender concerns are reported by 60% of  respondents from countries with a 
high level of  development and 63% of  respondents from countries with a low level of  development.
                Asia                                    Pacific
7
5
3
6
No
Yes
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Examples of  current human resource development policies, plans and programmes that include strengthening the
capacity of  health professionals to address poverty and gender concerns were provided by respondents.  These
examples are divided into five categories, which are outlined in Table 7. A summary of  the examples provided by the 
respondents is found in Annex I.
Many of  the examples describe policies, plans and programmes that aim to increase the responsiveness of  health 
providers to address poverty and gender concerns through training and capacity-building.  These examples include 
reference to conferences, courses and in-service training on poverty and gender, such as reproductive health and 
family violence (some of  which are conducted by agencies beyond the Ministry of  Health).  Other examples include 
policies, plans and programmes that are designed to promote equal representation of  women, ethnic minorities and 
people from low socioeconomic backgrounds among health professionals and to improve service conditions for
health sector workers.  These examples are understood to be both pro-poor and gender-responsive, as their objective
is to improve the quality of  services extended to women and poor subpopulations.
A number of  other examples aim to redistribute and retain health care providers in rural and underserved areas by
increasing remuneration in rural areas, mandating that new government doctors serve in rural areas and creating 
certain categories of  health personnel to serve in rural areas.  Such policies are understood to be pro-poor because
they increase the number of  adequately trained health professionals in rural and remote areas, where poor 
populations are often concentrated.
Notably, however, approximately 22% of  the examples are not clearly linked to gender and poverty concerns.  Rather,
these policies, plans and programmes describe strategies to ensure an adequate supply of  health professionals,
advocate lifelong learning among health care professionals, and various training initiatives, for example.
As with the first two questions, the small sample size prohibits an analysis of  the responses by region or by level of
development.
Based on the limited information provided by respondents it is difficult to ascertain the extent to which current
national health policies, plans and programmes are poverty and gender-focused.  However, the examples of  current
national health policies, plans and programmes provided by respondents typically reveal discrepancies between what
countries report as poverty- and gender-focused and how it is interpreted in a more rigorous way.  More specifically,
few examples of  current national health policies, plans and programmes specifically address inequalities in health.
While many other examples do not benefit the poor explicitly, they are classified as pro-poor in the previous analysis
because they describe interventions that move towards meeting the needs of  vulnerable populations.
In general, it is unclear from the responses how ministries of  health are measuring poverty incidence or identifying
the poor. The exceptions are policies, plans and programmes that clearly identify poor and vulnerable groups, such as 
Conclusions relating to the Ministry of  Health survey
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Table 7: Analysis of  reported human resource development policies, plans and programmes that 
a
include strengthening the capacity of  health professionals to address poverty and gender concerns
Type of  policies, plans and programmes %
Increase responsiveness of  health providers to address poverty and gender concerns
through training and capacity-building 39
Promote equal representation of  women, ethnic minorities and people from low 
socioeconomic backgrounds among health professionals 22
Policies, plans and programmes noted but not clearly linked to gender or poverty concerns 22
Redistribute and retain health care staff  in rural and underserved areas 11
Improve service conditions for health sector workers 6
Total 100
a
The total number of  examples in this table is greater than the number of  respondents with current human resource development
policies, plans and programmes in the Ministry of  Health that include strengthening the capacity of  health professionals to address 
poverty and gender concerns.
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indigenous populations and rural areas. Within these limitations, it appears that ministries of  health from countries 
with a high level of  development are somewhat more pro-poor and more gender-responsive than countries with
medium or low levels of  development.
Following a more rigorous analysis, this report found that only just over half  of  the examples of  current national 
health policies, plans and programmes reported to address gender were deemed to be actually gender-responsive.
In particular, policies, plans and programmes on maternal health and women's health are not necessarily gender-
responsive because they address biological differences between men and women rather than differences and 
inequalities in the situations and needs of  men and women that arise from societal understandings of  being male or 
female.
This analysis suggests that understanding of  what constitutes gender or poverty-focused policies, plans and
programmes within ministries of  health is uneven, as many of  the examples provided are not exactly pro-poor nor
gender-responsive.  This finding reinforces the a priori assumption that current awareness and capacity is weak in
these areas and thus highlights the need to strengthen such capacity.
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SURVEY TWO
The integration of  poverty and gender concerns into health professional
education curricula
T
20
Institutional teaching capacity 
he second survey was fielded to 118 educational institutions in the Region that offer health professional 
courses, including medical schools, nursing schools and schools offering two or more types of  health 
professional education (medical, nursing, midwifery, or others).  The objective of  the survey was to determine the 
current extent of  integration of  poverty and gender concerns into health professional education and to identify
existing capacity in this area and future needs of  health professionals in the Region.  Deans, policy-makers or 
teachers, especially those with social development or curricular change issues  in the concerned educational 
institutions, were requested to complete the survey questionnaire.  In addition, the final sections of  the 
questionnaire solicited feedback from faculty and students or student representatives on the proposed toolkit. 
Although valuable feedback was received from faculty and students who took the time to respond to this section of
the questionnaire, this information is not presented in this report (see Annex B for a copy of  the questionnaire). 
Thirty-seven responses to this second survey were received from health professional educational institutions in the 
Region, with a response rate of  31%.
As seen in Table 8, respondents are somewhat more likely to report that teachers have had specific training or 
experience in teaching gender-related concepts and issues (51%) than poverty-related concepts and issues (43%). 
Those reporting that teachers have had specific training or experience in teaching poverty-related concepts and 
issues provided a number of  examples of  such training or experience. Poverty-focused examples include training
on poverty-related determinants of  health, health of  indigenous peoples (as poverty and ethnicity often overlap)
and experience in areas with a high level of  poverty.  Other examples, such as community health care, may be 
classified as pro-poor because they can potentially increase the accessibility of  health care services for poor and 
vulnerable populations.  Additional information is required to assess the extent to which other examples are 
poverty-focused, such as sociology.
Based on further analysis, some examples provided by respondents of  specific training or experience in teaching
gender-related concepts and issues are clearly gender-responsive, concerning domestic violence, sexuality, and 
gender-related career issues, for example. Other examples focus on women's health and health issues, generally, and 
are not necessarily considered gender-responsive in this analysis.  More information is required to assess the extent 
to which the remaining examples, such as midwifery and sociology, are indeed gender-responsive.
As seen in Figure 10, respondents from countries in the Pacific are somewhat more likely to report that teachers
have had specific training or experience in teaching poverty-related and gender-related concepts and issues than 
respondents from countries in Asia.
1.  Teachers having training or experience in teaching poverty- and/or gender-related 
concepts and issues
Table 8: : Teachers with specific training or experience in teaching poverty- and/or gender-related
concepts and issues
Yes No Total
Number % Number % Number  %
of  responses of  responses of  responses
Poverty 16 43 21 57 37 100
Gender 19 51 18 49 37 100
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An acknowledgement letter was received from one respondent who, while lauding the initiative to integrate gender and poverty into 
education curricula, suggested that the WHO Western Pacific Regional Office "may wish to reconsider the idea of  producing a generic
toolkit on gender and poverty issues because the Western Pacific Region is so large and diverse in cultures, religions, and stages of
modernization that a common tool is impossible to endeavour".
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In general, respondents from countries with a high level of  development are somewhat more likely to report that 
their teachers have had training or experience on gender-related concepts and issues  (15 out of  26 respondents, or 
63%) than poverty-related concepts and issues (12 out of  24 respondents, or 50%).  Respondents from countries 
with a medium or low level of  development generally report that their teachers have not had training or experience 
in teaching gender- or poverty-related concepts and issues (Figure 11).  Examples of  poverty- and gender-related
training or experience were largely provided by respondents from countries with a high level of  development and 
thus reflect the examples outlined above.  Respondents from countries with a medium or low level of  development
typically provided few examples.
Finally, 61% of  respondents from large institutions and 23% from small institutions report that their teachers have
had specific training or experience in teaching gender-related concepts.
The majority of  respondents report that they feel it is important for teachers to have training on poverty and gender
concepts and issues (Table 9).  Respondents explain that training on poverty concepts and issues should include 
basic knowledge of  poverty (defining poverty), the interrelationship between poverty and health, field experience in 
poor communities, poverty reduction strategies and poverty-focused health interventions.  Respondents from 
countries with a low level of  development generally agree that training on poverty concepts and issues should focus 
on basic knowledge on poverty and the interrelationship between poverty and health.  Respondents from countries 
with a high level of  development include these two topics while adding experience in poor communities, poverty
2.  The importance of teachers having training to teach poverty and gender concepts and issues
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Figure 10: Teachers having specific training or experience in teaching poverty- and/or gender-related
concepts and issues (by region)
Poverty            Gender                       Poverty            Gender
              Asia                                                Pacific
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Figure 11: : Teachers having specific training or experience in teaching poverty- and/or gender-related
concepts and issues (by level of  development)
Table 9: : Importance of  teachers having training on poverty and gender concepts and issues
  Yes     No     Unanswered        Not sure       Total
Number % Number % Number % Number % Number  %
of  responses  of  responses   of  responses  of  responses  of  responses
Poverty 29 78 4       11 3 8 1 3 37 100
Gender 30 81 5       14 1 3 1 3 37 100
Poverty     Gender                   Poverty      Gender                  Poverty     Gender
            Low                                    Medium                                    High
7
3
8
2
12
12
9
152
1
1
2
No
Yes
No
Yes
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reduction strategies, poverty-focused health interventions and poverty assessments.  Respondents likewise explain 
that training on gender concepts and issues should cover basic knowledge on gender (definitions, gender
awareness), the linkages between gender and health and gender-focused health interventions.
The majority of  respondents do not have an institutional policy on training or professional development of
teachers to strengthen their capacity to teach poverty and gender concepts and issues (Table 10). Among 
respondents that provided examples of  such institutional policy, three report that poverty and gender concepts and 
issues are integrated into their overall staff  development and training programmes.  Others explain that they 
encourage research grants on these issues or select teachers to teach courses on poverty and gender according to 
their expertise in these areas. One respondent stated that their institution has an equal opportunity policy, while 
another outlined a policy regarding female students who become pregnant. 
3.  Institutional policy on training or professional development of teachers to strengthen their capability to 
teach poverty and/or gender concepts and issues
Table 10: : Availability of  institutional policy on training or professional development of  teachers to 
strengthen their capability to teach poverty and/or gender concepts and issues
Yes     No   Unanswered    Total
Number % Number % Number % Number  %
of  responses of  responses of  responses of  responses
Poverty 10 27 27       73 0 0 37 100
Gender 13 35 23       62 1 3 37 100
Curricular content and methodology
1.  Poverty and/or gender concepts and issues integrated into pre-service curriculum
As seen in Table 11, 62% of  respondents report that poverty and gender concepts and issues are integrated into 
their pre-service curriculum.  The brief  descriptions of  curricular content relating to poverty provided by
respondents include poverty-related health issues (malnutrition, communicable diseases, health care delivery) and 
concepts of  poverty and community health care.  Notably, however, a number of  descriptions provided by
respondents focus on health issues or health care practices that are not directly related to poverty.  Among the 
descriptions of  current curricular content relating to gender in pre-service health educational programmes, less 
than half  actually describe content relating to gender (gender concepts, gender and health).  Other examples focus 
on health in general, women's health and maternal health.
The responses reveal that 71% (17 out of  24) of  respondents from countries with a high level of  development
report that poverty and gender concepts and issues are integrated into existing pre-service curriculum.  Among 
respondents from countries with a medium level of  development, 67% (2 out of  3) report that gender concepts and 
issues are integrated into existing pre-service curricula, while none report that poverty concepts and issues are
integrated. Respondents from countries with a low level of  development are somewhat more likely to
report that poverty concepts and issues (60%, or 6 out of  10) are integrated into existing pre-service curriculum
than are gender concepts and issues (40%, or 4 out of  10) (Figure 12).
Table 11:  Integration of  poverty and/or gender concepts and issues into pre-service curricula
 Yes     No   Unanswered    Total
Number % Number % Number % Number  %
of  responses of  responses of  responses of  responses
Poverty 23 62 11       30 3 8 37 100
Gender 23 62 10       27 4 11 37 100
Table 12 provides an overview of  the teaching/learning methods that respondents report using in current
curricular content relating to poverty and gender in pre-service health professional educational programmes. The
number of  teaching hours ranges widely, from 0.5 hours to 216 hours for poverty and 1 hour to 200 hours for 
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gender.  Two respondents explain that poverty and gender concepts and issues are integrated throughout their 
curriculum.  In general, respondents from countries with a high level of  development report using a wider range of
teaching/learning methods than those from countries with a medium or low level of  development.
18 Survey two: The integration of  poverty and gender concerns into health professional education curricula
Poverty       Gender                 Poverty      Gender                 Poverty       Gender
           Low                                     Medium                                    High
4
6
Figure 12: : Integration of  poverty and/or gender concepts and issues into existing pre-service
curriculum (by level of  development)
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Teaching/learning methods  Poverty  Gender
Number %    Number %
of  responses of  responses
Expository teaching (lecture, demonstration, 
audio-visual presentation) 78 23 101 25
Interactive teaching (discussion, question-and-answer sessions) 73 21 89 22
Cooperative learning (small group or paired learning) 50 14 56 14
Problem solving / inquiry teaching (problem-based 
or case-based learning) 50 14 44 11
Self-learning (programmed learning modules, study guides,
independent learning activities 32 9 53 13
Simulated or real-life activities (role playing, simulations,
clinical practice) 45 13 43 11
Other methods 18 5 15 4
Total 346 100 401 100
a
The total number of  examples in this table is greater than the number of  respondents (37) as respondents were requested to describe
curricular content relating to poverty in pre-service health professional educational programmes.  For each topic/content area, 
respondents were then requested to list teaching-learning methods and duration or number of  teaching hours. Please refer to section B,
questions one and three in the survey for health professional educational institutions found in Annex B.
Table 12: Teaching/learning methods used for current curricular content relating to poverty and/or 
a
gender in pre-service health professional educational programmes
2.  Satisfaction with the present curricular content relating to poverty and gender
As shown in Table 13, responses are distributed among institutions reporting that they are very, fairly, and not satisfied 
with the present curricular content relating to poverty and gender (19% and 16% of  respondents did not answer the 
question on poverty and gender, respectively).  Respondents are somewhat more likely to be fairly satisfied with their 
present curricular content relating to poverty (38%) than to gender (30%).  Similarly, respondents are more likely to 
be not satisfied with curricular content relating to gender (35%) than to poverty (24%).
Responses from countries with a high level of  development are distributed among very, fairly and not satisfied, 
although they are somewhat more likely to be fairly satisfied with the present curricular content relating to poverty
than to gender.  Respondents from countries with a medium and low level of  development who responded to this 
question are distributed among fairly and not satisfied (Figure 13). 
Respondents reporting that they are fairly satisfied with their present curricular content relating to poverty explained 
that they would like to strengthen the curricular content on poverty and health.  Others focus on the time 
constraints they face when seeking to integrate poverty concepts and issues into curricula.  In general, respondents 
No
Yes
Unanswered
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reporting that they are not satisfied explain that their teachers have not been trained in these issues and there is little,
if  any, curricular content relating to poverty.  In general, respondents reporting that they are fairly satisfied with their 
present curricular content relating to gender explain that such content should be strengthened by including more 
information on gender, training teachers, and systematically integrating gender across courses or creating a specific
subunit on gender.  Those reporting that they are not satisfied state that their teachers have not been trained on these 
issues and they do not have the necessary resources or materials.
Respondents are more likely to report that the match between curricular content and teaching/learning methods on 
gender is excellent or poor than that for poverty, while the match between curricular content and teaching/learning
materials on poverty is more likely to be reported as fair than that for gender (however, 22% of  respondents did not 
answer this question) (Table 14). 
In general, respondents who report that the match between curricular content and teaching/learning methods on 
poverty and gender in their institutions is excellent explain that poverty and gender are well integrated into the 
curriculum, the curriculum is taught by teachers with a background in poverty and gender, and teaching methods 
combine theory and practices, such as clinical experience or fieldwork.  Those reporting that this match is fair
explain that a better link between experience and theory is required and teachers are in need of  additional training.
Finally, respondents reporting that this match is poor generally explain that poverty and gender are not covered in the 
present curriculum.
3.  Match between curricular content and teaching/learning methods on poverty and gender 
Table 13: Satisfaction with present curricular content relating to poverty and/or gender 
in the institution
 Very    Fairly     Not     Unanswered    Total
Number  % Number % Number % Number  % Number  %
of  responses  of  responses of  responses  of  responses of  responses
Poverty 7 19 14       38 9 24 7 19 37 100
Gender 7 19 11       30 13 35 6 16 37 100
Poverty     Gender               Poverty      Gender               Poverty     Gender
           Low                                 Medium                               High
Very
Fairly
Not
Unanswered
1
2
2
10
7
5
4
2
4
4
4
3
1
2
2
6
7
9
Figure 13: Satisfaction with the present curricular content relating to poverty and/or gender in your
institution (by level of  development)
4.  Poverty and gender issues in graduate or in-service educational programmes
In general, respondents provided a brief  overview of  the content of  graduate or in-service education programmes.
A number of  respondents from countries with a high level of  development explain that poverty and gender
concepts and issues are well integrated throughout the curriculum.  Others describe specific courses or course 
Table 14: Assessment of  match between curricular content and teaching/learning methods on poverty
and gender in the institution
Excellent     Fair   Poor     Unanswered    Total
Number  % Number % Number % Number  % Number  %
of  responses  of  responses of  responses  of  responses of  responses
Poverty 10 27 11       30 8 22 8 22 37 100
Gender 13 35 5       14 11 30 8 22 37 100
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content devoted to poverty and gender, sociology, community health, socioeconomic factors that impact on health, 
women and health, and gender.
In general, respondents report that a wide range of  teaching/learning materials on poverty and gender is used in 
their institutions (Table 15).  Respondents from countries in the Pacific are somewhat more likely to use videotapes,
case studies and material developed in-house on gender than are respondents from countries in Asia.  However,
respondents from countries with a high level of  development frequently report using a wider range of
teaching/learning materials on poverty than do respondents from countries with a low level of  development.
Respondents from countries with a low level of  development generally explain that they use very few 
teaching/learning materials on poverty and gender.
Teaching materials and resources
1.  Teaching/learning materials on poverty and gender
Teaching/learning materials for poverty and gender Poverty Gender
Number   %           Number             %
of  responses of  responses
Published/printed materials 20 26 20 25
Printed pictures 7 9 12        14
Video tapes 8 10 13 14
Audio tapes 4 5 4 5
Case studies 14 18 15 18
Material developed in-house 12 15 8 9
Pictures developed in-house 3 4 2 2
Slides 2 3 5 6
Computer software programmes / CD-ROMs 5 6 4 5
Other (please specify) 3 4 3 4
Total 78 100 85 100
a
The total number of  examples in this table is grater than the number of  respondents (37) as respondents were requested to check
examples of  teaching/learning materials they currently use on poverty and gender.  Please refer to section C, questions one and two in 
the survey to educational institutions found in Annex B.
a
Table 15: Materials currently used for teaching/learning on poverty and/or gender 
2.  Adequacy of available teaching/learning materials on poverty and gender 
3.  Examples of effective teaching/learning materials on poverty and gender
The survey includes a question about the adequacy of  available teaching/learning materials on poverty and gender.
The responses to this question are more or less evenly distributed among very adequate, fairly adequate and not adequate 
(Table 16). Responses from countries with a medium and low level of  development and from small institutions are 
concentrated among fairly adequate and not adequate.
In general, respondents reporting that their teaching/learning materials are very adequate contribute this to excellent
Internet access that enables students and faculty to access a wide range of  current teaching/learning materials.  Other 
respondents rate their teaching/learning methods as excellent because their students have a good understanding of  the 
linkages between poverty, gender and health.  Respondents reporting that their teaching/learning materials on
poverty are fairly adequate typically state that budget and time constraints constrict their access to a greater variety of
materials.  Those stating that their teaching/learning materials are not adequate usually explain that they have very little, 
if  any, access to such materials, although, in some cases, respondents have identified potential sources for such
materials.  The noted exception is a respondent from New Zealand, who explains that teaching/learning materials are
not adequate because there is a lack of  materials that require students to critically examine these issues.
Thirty-eight per cent of  respondents report that they have examples of  effective teaching/learning materials on 
poverty and gender.  One respondent highlights that, to be effective, teaching/learning materials on poverty and 
gender should be culturally specific and relevant.
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4.  External resources and/or fieldwork for teaching/learning on poverty and/or gender
Respondents describe using a wide range of  external resources and fieldwork for teaching/learning on poverty and 
gender (Table 17), although these responses are generally provided by countries with a high level of  development.
Respondents from countries in the Pacific are somewhat more likely to use external resources/experts for 
teaching/learning on poverty and gender, and supervised urban clinical practice for teaching/learning on poverty,
than respondents from countries in Asia. 
Table 16: Assessment of  adequacy of  teaching/learning materials on poverty and gender available
in the institution
Very adequate  Fairly adequate   Not adequate    Unanswered    Total
Number  % Number % Number % Number  % Number  %
of  responses  of  responses of  responses  of  responses of  responses
Poverty 8 22 11       30 13 35 5 14 37 100
Gender 7 19 11       30 13 35 6 16 37 100
Resource Poverty Gender
Number %    Number %
of  responses of  responses 
External resource persons/experts 13 14 13 14
Community groups 11 12 14 16
Nongovernmental organizations (NGOs) 14 15 16 18
Observational field visits 13 14 11 12
Supervised rural clinical practice 13 14 12 13
Supervised urban clinical practice 15 16 13 14
Community-based fieldwork 14 15 11 12
Others 0 0 0 0
Total 93 100 90 100
a
The total number of  examples in this table is grater than the number of  respondents (37) as respondents were requested to check
examples of  teaching/learning materials they currently use on poverty and gender.  Please refer to section C, questions one and two in 
the survey to educational institutions found in Annex B.
a
Table 17: External resources and/or fieldwork for teaching/learning on poverty and/or gender 
5.  Match between curricular content and teaching/learning materials on poverty and/or gender 
Responses are distributed among those reporting an excellent, fair and poor match between curricular content and 
teaching/learning materials on poverty and gender and those who did not reply to this question (Table 18). 
Respondents from countries with a high level of  development generally report that the match between curricular
content and teaching/learning materials on poverty and gender are excellent or fair, while respondents from 
countries with a low level of  development typically describe this match as poor or chose not to answer this question, 
as most did regarding the match on gender.
A number of  respondents contribute the excellent match between curricular content and teaching/learning
materials on poverty and gender to an institutional commitment towards ensuring such a match and the general
availability of  materials.  Respondents reporting that the match between curricular content and teaching/learning
materials on poverty and gender is fair explain that, although they have access to materials, there is a lack of
appropriate and specific teaching/learning materials on poverty and gender, including good data on gender and 
health.  Those reporting poor explain that they have very few, if  any, materials on these issues.
Table 18: Assessment of  match between curricular content and teaching/learning materials on poverty
and gender in the institution
Excellent     Fair   Poor     Unanswered    Total
Number  % Number % Number % Number  % Number  %
of  responses  of  responses of  responses  of  responses of  responses
Poverty 8 22 11       30 7 19 11 30 37 100
Gender 9 24 10       27 7 19 11 30 37 100
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Graduate attributes and competencies 
Policy and process for curricular change 
1.  Desired graduate attributes or competencies relating to poverty and/or gender
2.  Assessing the attainment of graduate attributes and competencies relating to poverty and/or gender
1.  Institutional mission statement or philosophy relating to poverty and gender
2.  Poverty and gender concepts and issues in pre-service educational programmes 
As seen in Table 19, 59% of  respondents have not formulated a list of  desired graduate attributes or competencies 
relating to poverty and/or gender.  Respondents reporting that they have formulated such lists provided a 
comprehensive overview of  the desired attributes or competencies relating to poverty and/or gender.
Respondents report employing a variety of  methods to assess the attainment of  graduate attributes and 
competencies related to poverty and/or gender. Among respondents from countries with a high level of
development, the most commonly cited methods of  assessment are group projects followed by individual projects,
written examinations and practical examinations.  In contrast, respondents from countries with a medium and low 
level of  development explain that they prefer to use written examinations to assess graduate attributes and 
competencies.
As seen in Table 20, 59% of  respondents report that they do not have a mission statement or philosophy relating to 
poverty and gender.  Examples of  such statements include broad statements of  equality and equity (regarding
gender, many made reference to affirmative action and equity in employment opportunities) and the educational 
institution and/or graduates responding to and meeting the needs of  the community and society.  One example 
made reference to the right to health.
As seen in Table 21, roughly half  of  the respondents explain that poverty and/or gender concepts and issues are not 
well integrated into pre-service educational programmes (however, a number of  respondents did not reply to this 
question).  Respondents from countries with a low level of  development and from small institutions generally
report that poverty and gender concepts are not well integrated into pre-service educational programmes within 
their institutions.
Among the respondents reporting that poverty and gender concepts and issues are not well integrated into pre-
service education programmes in their institutions, 39% have plans to integrate poverty concepts and issues, and 
47% have plans to integrate gender concepts and issues into pre-served education programmes in their institutions 
(Table 22). 
Table 19: Formulation of  desired graduate attributes or competencies relating to poverty
and/or gender
Yes     No   Unanswered     Total
Number % Number % Number % Number  %
of  responses of  responses of  responses  of  responses
Poverty and/or gender 23 62 11       30 3 8 37 100
Table 20: Institutional mission statement or philosophy relating to poverty and/or gender
Yes     No   Unanswered      Total
Number % Number % Number % Number  %
of  responses of  responses of  responses  of  responses
Poverty and/or gender 11 30 22       59 4 11 37 100
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3.  Best entry points within the existing curriculum for introducing these concepts and issues
4.  Procedures and steps for making changes to the existing curriculum 
5.  Main stakeholders involved in the curricular change process
6.  Key constraints and barriers for successfully implementing curricular change
Respondents outlined a variety of  entry points that they consider to be the best within the existing curriculum for 
introducing poverty and gender concepts and issues.  For poverty, respondents recommend community health 
nursing and medicine, sociology courses and nutrition.  Respondents outlined the following best entry points for 
gender: maternal health, sociology courses, women's health, reproductive health and family planning, and gender
studies.  Two respondents suggested that poverty concepts and issues should be integrated throughout the 
curriculum, while three discussed the same approach for gender concepts and issues.  One respondent explains that 
it is impossible to include these issues within specific entry points, as they must be part of  the curriculum
framework that reflects an inclusive faculty philosophy.
A number of  respondents outlined the general procedures and steps they follow to make changes to existing 
curriculum.  Typically, the first step is to recognize the need for changes and, in many cases, build support for such
changes among faculty and other stakeholders.  The proposed changes are then drafted and sent to the faculty or 
university board/committee for review and approval.  In some cases, proposed changes are then submitted to 
external approval bodies, such as the nursing council or board. Three respondents explain that, once changes to the 
curriculum were implemented, they would be reviewed and evaluated.  Within this general process, respondents 
report varying levels of  consultation with faculty and external stakeholders, both prior to drafting the proposed 
changes and within the internal review and approval process.  Similarly, in many cases respondents explain that the 
final approval for changes to curriculum is given within the educational institutions.  Others, notably those from 
countries with a high level of  development, state that changes to the curriculum must be approved by an external
body, such as the nursing council or board. Finally, some respondents identified the need to train faculty on the 
proposed changes to ensure proper implementation. 
Respondents mentioned a number of  stakeholders involved in the curricular change process, which may include 
academic staff, advisory or curriculum committees, academic boards, students, and representatives from hospitals,
communities, ethnic minorities and nongovernmental organizations (NGOs).  Respondents from countries with a 
high level of  development and those from countries in the Pacific generally involve students and external
representatives, for example, from the community, hospitals, and/or NGOs, more often than do respondents from 
countries with a low level of  development or from countries in Asia. 
Respondents enumerated a variety of  key constraints and barriers for successfully implementing curricular change.
Among these constraints and barriers, the most commonly cited are lack of  skills and knowledge among staff, in 
Table 21: Integration of  poverty and gender concepts and issues into pre-service educational 
programmes in the institution
Yes     No    Unanswered    Total
Number % Number % Number % Number  %
of  responses of  responses of  responses of  responses
Poverty 12 32 18       49 7 19 37 100
Gender 9 24 19       51 9 24 37 100
Table 22: : Plans to integrate these issues and concepts, if  not currently well integrated
Yes No Total
Number % Number % Number  %
of  responses of  responses of  responses
Poverty 7 39 11 61 18 100
Gender 9 47 10 53 19 100
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general, and challenges associated with the curricular change process, in particular, for example, difficulties building 
consensus and support among staff  for curricular change, increased pressure on curricula and funding constraints.
In addition, respondents from countries in the Pacific mentioned time constraints, lack of  human resources, and 
challenges within the process of  curricular change, such as red tape and undefined roles and responsibilities.
Directly related to the constraints outlined previously, respondents report that the key factors for successfully 
implementing curricular change are consultation with all stakeholders (including faculty, community
representatives, external resources and students) and adequate training for staff.
The extent to which the examples provided by respondents are focused on poverty and gender is often difficult to 
determine due to insufficient information.  In particular, examples regarding poverty proved difficult to categorize.
This is because many of  the examples given are not necessarily poverty-focused per se.  Rather, more detailed 
information is required to assess the extent to which these examples focus on poor and vulnerable individuals,
households and communities.  As with the survey to ministries of  health, examples that were seen to move towards
serving poor and vulnerable populations, such as community and primary health care and public health, are 
classified as pro-poor.
The survey reveals the generally limited current integration of  poverty and gender concerns into health professional 
education in the Region.  While educational institutions from countries with a high level of  development report
some experience and capacity in this area, those from countries with a low or medium level of  development
generally require teacher training and evidenced-based resources focusing on methods, content and skills to 
effectively integrate poverty and gender into existing curricula.  Greater satisfaction with present curricular content 
relating to poverty and gender is typically expressed by respondents from countries with a high level of
development.  This suggests that respondents from countries with a medium and low level of  development may 
benefit from more attention to curricula strengthening.  Teaching/learning methods that are interactive,
community-based and/or promote problem solving and critical learning are considered to be more effective in 
achieving desired learning outcomes relating to poverty and gender concepts and issues.
There is a recognized need for relevant teaching/learning materials that are evidence-based and practically suited 
for use in developing countries.  In addition, the literature points to the importance of  translating teaching/learning
materials into national languages.  Respondents from countries with a medium and low level of  development and 
those from small institutions, in particular, may require relevant teaching/learning materials, especially because they 
are less likely to have access to reliable and cost-effective Internet connectivity, which magnifies the need for in-
house resources.  Most examples of  external resources and/or fieldwork for teaching/learning on poverty and/or 
gender are provided by respondents from countries with a high level of  development.  This suggests that 
educational institutions in countries with a medium or low level of  development may thus benefit from identifying 
strategies for fieldwork and clinical practice to promote student interaction with vulnerable populations.  Learning
objectives should be specific to poverty, gender and health and aim to instil in students a sense of  social 
responsibility for the most vulnerable populations.  These learning objects should then guide the use of
teaching/learning materials.  For example, such materials may aim to focus student attention on analysis of
mortality and morbidity data, accessibility and satisfaction of  community members with health services from a 
gender and poverty standpoint. 
Given that 59% of  respondents have not identified a list of  desired graduate attributes or competencies relating to 
poverty and gender, a focus on outcome-based education would ensure that all health professional courses or 
programme objectives/competencies are reviewed and assessed to include a focus on poverty and gender.
Dependence on written examinations is reported more frequently by respondents from countries with a low or 
medium level of  development than those from countries with a high level of  development. Assessment of  student 
attainment of  learning objectives should move beyond information recall to a broader assessment of  ability to 
identify and propose poverty and gender specific interventions.  Expanding such methods of  assessment to focus 
on student achievement of  necessary attitudes and skills in addition to knowledge is important because written 
7.  Key factors for successfully implementing curricular change
Conclusions relating to the health professional educational institution survey
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examinations alone have not been found to provide an adequate measure of  changes in attitudes and skills.  Such
assessment methods may include: journals/diaries, case studies, structured clinical evaluation tools, individual or 
group projects and reports.
Responsiveness of  health professional educational institutions to population health needs may be strengthened if
mission statements of  educational institutions are focused on the needs of  the most vulnerable groups in society.
This may also be achieved by incorporating a specific concern for promoting equity in health or the universal
attainment of  the highest attainable standard of  physical and mental health, or the right to health.  Best entry
points to introduce or further strengthen curricular content on poverty and gender appear to largely depend on an 
institution's curricular framework. Within integrated curricula, poverty and gender may be integrated across 
courses and years of  study.  Subject-focused curricula may offer the opportunity for course specific entry points,
including but not limited to community health nursing and medicine, sociology, nutrition, maternal and women's
health, reproductive health and family planning, and gender studies.
Curricular change to better address poverty and gender may best be achieved through an overall curricular
emphasis on student outcomes/competencies on gender and poverty.  Procedural steps for curricular change may
be enhanced by an analysis of  population health from a poverty and gender perspective, followed by both internal
and external consultations, including consultations with students.  Necessary institutional approval and approval
by governing bodies, health professional associations or boards would then need to be sought.  Evidence suggests
that broader stakeholder consultation with communities offers a better opportunity to focus curricula on the 
expressed needs of  individuals from vulnerable populations, while consultation with professionals from multiple
health disciplines permits the integration of  a cross-sectoral approach to health and promotes inter-sectoral
networking to address the multiple determinants of  ill-health that lie beyond the health sector.  Such academic and 
community partnerships may be harnessed to support student projects, research studies and grants. Faculty skill-
building on poverty, gender and health may better support more successful and sustainable curricular change
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[In this questionnaire, we use the term 'poverty' to refer to differences and inequalities in the situations and 
needs of  economically and socially disadvantaged population groups. Examples of  poverty-focused
strategies may include targeting the poorest areas, the least-served districts, remote or marginalized 
communities, or low-income families, etc. We use the term 'gender' to refer to differences and inequalities in 
the situations and needs of  men and women that are based, not on biological differences, but on societal 
understanding of  being male or female. For example women may be more vulnerable than men to 
domestic violence, because of  their typically inferior status in the home. The morbidity or mortality burden 
associated with such abuse would thus be an example of  a gender-based health inequality.]
Q. 1. Do current national health policies, plans and programmes address issues of  poverty? (Please check
one.)
 Yes  No
If  yes, please give brief  details about such policies, plans and programmes. Please also attach copies of
relevant policies, plans or programmes.
Policies
Plans
Programmes
Q. 2. Do current national health policies, plans and programmes address issues of  gender? (Please check
one.)
 Yes No
If  yes, please give brief  details about such policies, plans and programmes. Please also attach copies of
relevant policies, plans or programmes.
Policies
Plans
Programmes
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Q. 3. Do current human resource development policies, plans and programmes in the Ministry of  Health 
include strengthening the capacity of  health professionals to address poverty and gender concerns?
Yes No
If  yes, please briefly describe such policies and attach copies of  the relevant policies.
Policies
Plans
Programmes
Name and Designation of  Respondent:
Telephone:
Fax:
E-mail:
Date questionnaire completed:
Thank you for taking the time to complete this survey form!
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[In this questionnaire, we use the term 'poverty' to refer to differences and inequalities in the situations and 
needs of  economically and socially disadvantaged population groups. Examples of  poverty-focused
strategies may include targeting the poorest areas, the least-served districts, remote or marginalized 
communities, or low-income families, etc. We use the term 'gender' to refer to differences and inequalities in 
the situations and needs of  men and women that are based, not on biological differences, but on societal 
understanding of  being male or female. For example women may be more vulnerable than men to domestic 
violence, because of  their typically inferior status in the home. The morbidity or mortality burden 
associated with such abuse would thus be an example of  a gender-based health inequality.]
Q. 1. Have any of  your teachers had specific training or experience in teaching poverty-related concepts and 
issues? (Please check one.)
 Yes  No
If  yes, please briefly describe such training or experience.
Q. 2. Have any of  your teachers had specific training or experience in teaching gender-related concepts and 
issues? (Please check one.)
 Yes  No
If  yes, please briefly describe such training or experience.
Q. 3. Do you feel it is important for teachers to have training to teach poverty and gender concepts and 
issues? (Please check the appropriate boxes.)
Poverty  Yes No Gender  Yes No
Q. 4. Do you have an institutional policy on training or professional development of  teachers to strengthen 
their capability to teach poverty and gender concepts and issues? (Please check the appropriate boxes.)
Poverty  Yes  No Gender  Yes  No
A.  Institutional Teaching Capacity
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If  yes, what kind of  training for poverty?
Please describe briefly.
If  yes, what kind of  training for gender?
Please describe briefly.
If  yes, please describe briefly for poverty. If  yes, please describe briefly for poverty.
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B.  Curricular Content and Methodology
Q. 1. Are poverty concepts and issues integrated into your existing pre-service curriculum?
 Yes  No
If  yes, please describe your current curricular content relating to poverty in pre-service health professional 
educational programs. [Please name the relevant topic, check the main teaching methods used for that topic,
and specify the total estimated duration or number of  teaching hours devoted to that topic.]
1
E= Expository teaching: lecture, demonstration, audio-visual presentation
2
I= Interactive teaching: discussion, question and answer sessions
3
C= Cooperative learning: small group or paired learning
4
P-S= Problem-solving/inquiry teaching: problem-based or case-based learning
5
S-L= Self-learning: programmed learning modules, study guides, independent learning activities
6
S= Simulated or real-life activities: role-playing, simulations, clinical practice
7
O= Other methods: please specify
Q. 2. Are you satisfied with the present curricular content relating to poverty in your institution? (Please 
check one of  the following.)
 Very satisfied  Fairly satisfied  Not satisfied
If  not fully satisfied, what changes in the curriculum would you like to see? Please explain in brief.
Description of  topic/content area Teaching-learning methods
[Please check all that apply]
Duration/# of
teaching hours
1 2 3 4 5 6 7
E I C P-S S-L S O
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Q. 3. Are gender concepts and issues integrated into your existing pre-service curriculum?
 Yes No
If  yes, please describe your current curricular content relating to gender in pre-service health professional 
educational programs. [Please name the relevant topic, check the main teaching methods used for that topic,
and specify the total estimated duration or number of  teaching hours devoted to that topic.]
1
E= Expository teaching: lecture, demonstration, audio-visual presentation
2
I= Interactive teaching: discussion, question and answer sessions
3
C= Cooperative learning: small group or paired learning
4
P-S= Problem-solving/inquiry teaching: problem-based or case-based learning
5
S-L= Self-learning: programmed learning modules, study guides, independent learning activities
6
S= Simulated or real-life activities: role-playing, simulations, clinical practice
7
O= Other methods: please specify
Q. 4. Are you satisfied with the present curricular content relating to gender in your institution? (Please 
check one of  the following.)
 Very satisfied  Fairly satisfied Not satisfied
If  not fully satisfied, what changes in the curriculum would you like to see? Please explain in brief.
Description of  topic/content area Teaching-learning methods
[Please check all that apply]
Duration/# of
teaching hours
1 2 3 4 5 6 7
E I C P-S S-L S O
33
Q. 5. In your view, how good is the match between curricular content and teaching/learning methods on 
poverty and gender in your institution? (Please check the appropriate boxes.)
Poverty:  Excellent  Fair Poor Gender: Excellent  Fair  Poor
Q.6. If  poverty and gender issues are not addressed in pre-service educational programs in your institution, 
but are included in graduate or in-service educational programs, please list these programs and briefly
describe the content, methodology and time devoted to such curricular content.
Q. 1. What materials are currently used in your institution for teaching/learning on poverty? (Please check
all that apply.)
 Published/printed materials Material developed in-house 
 Printed pictures  Pictures developed in-house
 Video tapes  Slides
 Audio tapes  Computer software programmes/CD-ROMs
 Case studies  Other (please specify)
Q. 2. What materials are currently used in your institution for teaching/learning on gender? (Please check all 
that apply.)
 Published/printed materials Material developed in-house 
 Printed pictures  Pictures developed in-house
 Video tapes  Slides
 Audio tapes  Computer software programmes/CD-ROMs
 Case studies  Other (please specify)
Q. 3. In your view, are the teaching/learning materials on poverty and gender available in your institution 
adequate? (Please check the appropriate boxes.)
Poverty:  Very adequate  Fair adequate  Not adequate
Gender:  Very adequate  Fair adequate  Not adequate
C.  Teaching materials and resources
Please explain your response for poverty. Please explain your response for gender.
Please explain your response for poverty. Please explain your response for gender.
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Q. 4. Do you have examples of  effective teaching/learning materials on poverty and gender?
Poverty  Yes  No Gender  Yes  No
If  yes, please briefly describe and attach copies of  relevant materials.
Q. 5. Do you use external resources and/or fieldwork for teaching/learning on poverty and/or gender?
(Please check all that apply.)
For community-based fieldwork, please specify the duration of  the attachment in weeks or months.
Q. 6. In your view, how good is the match between curricular content and teaching/learning materials on 
poverty and gender in your institution? (Please check one of  the following.)
Poverty:  Excellent  Fair  Poor Gender:  Excellent  Fair  Poor
Q. 1. Have you formulated a list of  desired graduate attributes or competencies relating to poverty and/or 
gender?
[Note: We use the term 'competencies' to mean functions or behaviours (representing knowledge, skills,
attitudes and values) that graduates of  health professional educational programmes are expected to have
acquired, to ensure they are prepared to provide poverty-focused or gender-responsive health services.]
 Yes  No
If  yes, please attach a copy of  the list of  relevant competencies.
D.  Graduate attributes and competencies
If  yes, please describe briefly and attach copies of
relevant materials for poverty.
If  yes, please describe briefly and attach copies of
relevant materials for gender.
On poverty:
 External resource  Supervised rural
persons/experts clinical practice
 Community groups  Supervised urban
clinical practice
 Non-governmental  Community-based
organizations fieldwork
 Observational  Other (please
field visits specify)
On gender:
 External resource  Supervised rural
persons/experts clinical practice
 Community groups  Supervised urban
clinical practice
 Non-governmental  Community-based
organizations fieldwork
 Observational  Other (please
field visits specify)
For poverty: For gender:
Please explain your response for poverty. Please explain your response for gender.
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Q. 2. How do you usually assess the attainment of  graduate attributes and competencies relating to poverty
and/or gender? (For your guidance, an illustrative list of  competencies is given in the table below. Please use 
the additional rows to add relevant competencies, as applicable to your institution. For each competency 
listed, check all assessment methods that apply.)
1 2 3 4
 WE= written examination;  PE= practical examination;  GP= group project;  IP= individual project; 
5
 O= other (please specify)
Q. 1. Does your institution have a mission statement or philosophy relating to poverty and/or gender?
Poverty  Yes  No Gender  Yes  No
If  yes, please briefly describe and attach a copy of  the relevant mission statement or philosophy.
Q. 2.
(a) Are poverty and gender concepts and issues well integrated into pre-service educational programs in your
institution?
Poverty  Yes  No Gender  Yes  No
(b) If  not, are there any plans to do so?
Poverty  Yes  No Gender  Yes  No
E.   Policy and process for curricular change
Graduate attribute/competency
(For example, see suggested competencies listed below)
Recognize the characteristics of  urban and rural poverty and its influence on 
health.
Identify the differences between men and women with respect to their health 
status and needs.
Identify and address the poverty-related barriers to access to health care.
Be able to assess the influence of  inequalities between men and women on 
health and access to health care.
Demonstrate the ability to use and interpret some gender analysis tools.
Be able to assess communities' values and beliefs about poverty and 
gender.
Demonstrate an understanding of  the importance of  collecting and using 
information disaggregated by sex and socio-economic status.
Devise an assessment and intervention strategy for vulnerable or 
impoverished families or communities.
Identify relevant social and economic policies necessary to address poverty
and gender issues.
Demonstrate the ability to identify and support victims of  gender-based
violence.
Assessment method/s
1 2 3 4 5
WE PE GP Ip O
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(c) If  these issues are not included in the curriculum, what, in your view, are the best entry points within the 
existing curriculum for introducing these concepts and issues?
Poverty  Yes  No Gender  Yes  No
Q. 3. If  you decide to make changes to the existing curriculum, what are the procedures and steps that you
need to follow? Please describe briefly.
Q.4. Who are the main stakeholders to be involved in the curricular change process? Please describe briefly
in the table below.
Q.5. In your opinion, what are the key constraints and barriers for successfully implementing curricular
change?
Q.6. In your opinion, what are the key factors for successfully implementing curricular change?
Q. 1. After reviewing the attached outline of  the proposed toolkit, please comment on its usefulness by 
checking one if  the boxes below.
 Very useful  Somewhat useful  Not useful 
Q. 2. Would you like to see any additional content in the toolkit?
 Yes  No
If  yes, please give details below.
Q. 3. Would you like to see any items deleted from the content of  the toolkit?
 Yes  No
If  yes, please specify which items.
F.  Teachers' feedback about toolkit
Best entry points for poverty: Best entry points for gender.
Stakeholder Role or function in the curricular change process
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G.  Student feedback
H.  Information about respondent and responding institution
(Note: This section is designed for student respondents. It can be completed in several ways – such as by
student leaders or representatives, or based on student responses obtained in a focused group discussion.)
Q.1. Are you satisfied with the present curricular content and teaching/learning methodology relating to 
poverty and gender in your institution? (Please check one of  the following.)
Poverty:  Very satisfied  Fairly satisfied  Not satisfied
Gender:  Very satisfied  Fairly satisfied  Not satisfied
If  not fully satisfied, what changes in the curriculum or methodology would you like to see? Please explain 
in brief.
Q. 2. After reviewing the attached outline of  the proposed toolkit, please comment on its usefulness by 
checking one if  the boxes below.
 Very useful  Somewhat useful  Not useful 
Q. 3. Would you like to see any additional content in the toolkit?
 Yes  No
If  yes, please give details below.
Q. 4. Would you like to see any items deleted from the content of  the toolkit?
 Yes  No
If  yes, please specify which items.
Please provide the following information:
1. Country:
2. Name of  Institution:
3. Please identify the curriculum referred to in the questionnaire responses by checking one of  the boxes
below:
Medical  Nursing Midwifery  Others (please specify)
4. Do you have any other comments, concerns or suggestions? Please mention these below.
5. Name and Designation of  Respondent:
Telephone:
Fax:
E-mail:
6. Date questionnaire completed:
Thank you for taking the time to complete this survey form!
Changes desired in curriculum or methodology for 
poverty:
Changes desired in curriculum and methodology for 
gender.
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ANNEX C:  Respondents from countries in Asia and from countries in the Pacific
Asia
Pacific
Survey to ministries of  health
Brunei Darussalam
China
Hong Kong (China)
Macao (China)
Lao People's Democratic Republic
Malaysia
Mongolia
Korea, Republic of
Viet Nam
American Samoa
Australia
French Polynesia
Micronesia
Niue
New Zealand
Papua New Guinea
Solomon Islands
Tokelau
Tonga
Tuvalu
Vanuatu
Survey to educational institutions
Japan
Philippines
China
Korea, Republic of
Singapore
Lao People's Democratic Republic
Malaysia
Mongolia
Viet Nam
Hong Kong (China)
American Samoa
Australia
Kiribati
Papua New Guinea
Cook Islands
Vanuatu
Guam
New Zealand
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ANNEX D:  Ranking of  respondents by level of  development
21
The three categories (high, medium and low level of  development) used in this analysis are adapted from the 
criteria used by the World Bank (WB) and the United Nations (UN).  The World Bank ranks world economies 
by income group according to 2002 GNI per capital, calculated using the World Bank Atlas method:
Low Income (LIC): US$ 735 or less
Lower Middle Income (LMC): US$ 736  US$2935
Upper Middle Income (UMC): US$ 2936  US$ 9075
High Income: US$ 9076 or more 
The UN ranks countries by level of  development, namely, developed market economies, countries in Eastern
Europe, developing countries and territories and least developed countries.
For the purposes of  this analysis, the UN classification of  least developed countries was retained, as it includes 
many small island states in the Pacific.  Least developed countries are thus included under low level of  development
in the chart above together withcountries that are ranked as low-income economies by the WB.  The categories
medium and high level of  development are based on the WB classification of  world economies.  Countries ranked by
the WB as lower-middle income countries fall under medium level of  development and countries ranked by the WB 
as high-income and upper middle-income economies are grouped together under high level of  development.
For more information on the WB ranking of  world economies please see 2004 World Development Report or 
www.worldbank.org.  For more information on the UN ranking of  Least Developed Countries please see the 
United Nations Office of  the High Representative for the Least Developed Countries, Landlocked Developing
Countries and Small Island Developing States for more information on Least Developed Countries: 
http://www.un.org/special-rep/ohrlls/ldc/default.htm.
Survey to ministries of  health
America Samoa
Australia
Brunei Darussalam
French Polynesia
Hong Kong (China)
Korea, Republic of
Macao (China)
Malaysia
New Zealand
Niue
China
Micronesia
Tonga
Lao People's Democratic Republic
Mongolia
Papua New Guinea
Solomon Islands
Tokelau
Tuvalu
Vanuatu
Viet Nam
21
This is one of  a number of  country classifications or rankings employed by the United Nations.  See, for example, United Nations 
Development Programme Human Development Report 2003: Millennium Development Goals: A compact among nations to end 
human poverty
Level of
Development
High level of
development
Medium level of
development
Low level of
development
Survey to educational institutions
American Samoa
Australia
Cook Islands
Guam
Hong Kong (China)
Japan
Korea, Republic of
Malaysia
New Zealand
Singapore
China
Philippines
Kiribati
Lao People's Democratic Republic
Mongolia
Papua New Guinea
Vanuatu
Viet Nam
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ANNEX E: Size of  institution (survey to educational institutions)
Large
Adelaide University, Department of  Clinical Nursing
University of  Melbourne-Faculty of  Medicine, Dentistry and Health
University of  Sydney-Faculty of  Medicine
Australian Catholic University
James Cook University School of  Nursing
Queensland University of  Technology
Faculty of  Nursing, Midwifery and Health
Peking Union Medical College, Beijing, China
Hong Kong Polytechnic University
St. Luke's College of  Nursing
The Catholic University of  Korea
College of  Nursing-The Catholic University of  Korea
Department of  Nursing, Kyungpook National University
Ewha Women's University- South Korea
College of  Nursing
Assunta Hospital, Jalan Templar
Malaysia School of  Medical Sciences
College of  Nursing Malacca
Ulaanbaatar Medical College
National Medical University of  Mongolia
Dornogobi AimagMedical College
New Zealand Otago Polytechnic- Dunedin- School of  Nursing
New Zealand Department of  Health Studies: Manukau Institute of
Technology
New Zealand Western Institute of  Technology at Taranaki (WITT)
College of  Medicine, University of  the Philippines
College of  Nursing, University of  the Philippines
Nanyang Polytechnic
Department of  Ministry of  Health
28
Small
American Samoa Community College
School of  Nursing, Ministry of  Health
University of  Guam
Kiribati School of  Nursing
Faculty of  Medical Sciences
Nursing, Department of  Organization and Personnel Ministry of  Health
Community Health Worker, Curriculum Unit, Department of  Health
Nazarene College of  Nursing
Vanuatu Centre for Nurse Education
9
Country
1. Australia
2. China
3. Hong Kong (China)
4. Japan
5. Korea, Republic of
6. Malaysia
7. Mongolia
8. New Zealand
9. Philippines
10. Singapore
11. Viet Nam
TOTAL
12. American Samoa
13. Cook Islands
14. Guam
15. Kiribati
16. Lao People's
Democratic Republic
17. Papua New Guinea
18. Vanuatu
TOTAL
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ANNEX F: Institution type (survey to educational institutions)
Medical
The University of
Melbourne
The University of  Sydney-
Faculty of  Medicine
Peking Union Medical 
College
The Catholic University of
Korea
Faculty of  Medical 
Sciences
School of  Medical Sciences,
Universiti Sains Malaysia
College of  Medicine,
University of  the 
Philippines
Dr. Pham Van Tae- The
Science and Training
Department of  Ministry
of  Health
8
American Samoa
Australia
China
Cook Islands
Guam
Hong Kong
(China)
Japan
Kiribati
Korea, Republic of
Lao People's
Democratic
Republic
Malaysia
Mongolia
New Zealand
Philippines
Papua New Guinea
Singapore
Vanuatu
Viet Nam
TOTAL:
Nursing
American Samoa Community
College
Adelaide University
Australian Catholic University
James Cook University- School
of  Nursing Sciences
Faculty of  Nursing, Midwifery & 
Health
Ministry of  Health- School of
Nursing
University of  Guam
The Hong Kong Polytechnic
University
St. Luke`s College of  Nursing
Kiribati School of  Nursing
The Catholic University of
Korea-College of  Nursing
Kyungpook National University-
Department of  Nursing
Ewha Women`s University
Assunta Hospital
College of  Nursing Malacca
National Medical University of
Mongolia
Department of  Health Studies: 
Manukau Institute of  Technology
Western Institute of  Technology
at Taranaki
College of  Nursing, University
of  the Philippines
Nazarene College of  Nursing
Nanyang Polytechnic
Vanuatu Centre for Nurse 
Education
22
Two or more types of
education
Queensland University
of  Technology
Nursing Unit, 
Department of
Organization and 
Personnel, Ministry of
Health
College of  Nursing 
Alor Setar 
Ulaanbaatar Medical 
College
Domogobi Aimag 
Medical College
Otago Polytechnic-
Dunedin-School of
Nursing
Community Health
Worker Curriculum Unit,
Department of  Health
7
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ANNEX G:  Summary of  reported policies, plans and programmes addressing 
issues of  poverty
Prioritize
health services
targeting low-
income groups
Prioritize the 
level of  service
provision
Prioritize
health
programmes
targeting
health
conditions
associated with 
poverty
Equity in 
health
financing and 
health
outcomes
• Distribution of  free contraceptives to low-income families (Korea, Republic of)
• Strengthen registration and monitoring system for babies with low weight and 
inborn errors and establish reporting system (Korea, Republic of)
• Build-up a network of  local health centres to care for high-risk children discharged
from hospital (Korea, Republic of)
• Free treatment for premature babies born to low-income families (Korea, Republic
of)
• Evaluate the nutritional status of  children and elderly in nursing homes (Mongolia)
• Food Stamp Programme; Food stamp Law assists low-income families purchase 
food (American Samoa)
• Improve nutritional well-being of  those suffering from nutrition problems (Papua
New Guinea)
• Rehabilitation Program for Malnourished Children from Very Poor Families is 
implemented through the provision of  food baskets to identified families (Malaysia)
• Numerous plans and specific programmes have been targeted at the poor (Viet 
Nam)
• Strengthen primary health care (Lao People's Democratic Republic)
• Expand provision of  basic services (Papua New Guinea)
• Ensure access to primary health care (Solomon Islands)
• Extend primary health care across different parts of  the country (New Zealand)
• Train village health volunteers and village health professionals (Lao People's
Democratic Republic)
• Maternal and child health (Lao People's Democratic Republic, Mongolia and 
Solomon Islands)
• Communicable diseases (Lao People's Democratic Republic, Solomon Islands and 
Viet Nam)
• Water and sanitation and hygiene (Lao People's Democratic Republic, Malaysia and 
Solomon Islands)
• Goitre control (Viet Nam)
• Malnutrition (Papua New Guinea)
• EPI (Lao PDR and Solomon Islands)
• Diarrhoea and cholera control (Lao People's Democratic Republic)
• Reduce inequalities in health, because people living in low-income households suffer 
disproportionately from a number of  adverse health impacts, by targeting services
and programmes to improving health outcomes among disadvantaged groups
(clearly identified and targeted) (New Zealand)
• Health strategy and toolkits released for guidance of  District Health Boards include 
many health policies and programmes focused specifically on addressing the needs 
of  people in low socio-economic groups (New Zealand)
• Mapping of  the deprivation index assists in targeting initiatives to reduce inequalities 
in health (New Zealand)
• Equitable, affordable and efficient health system with an overall health policy that 
has been clear in giving priority to disadvantaged groups, including the poor, rural
population and women (Malaysia)
• Allocation of  public sector resources skewed towards poor and rural areas 
(Malaysia)
• Ensure equity and efficiency in health care; improve health care for the poor and in 
poor areas (Viet Nam)
• Address lower health status among rural and indigenous populations (Australia)
• National Health Policies and Development (1999-2003) includes the improvement
of  management, supervision, planning of  health resources to ensure that health 
resources are distributed equitably and that vulnerable groups benefit from the 
health system (Solomon Islands)
11%
7%
11%
9%
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Improve
economic
accessibility of
health services
Review and 
evaluate
programmes to 
ensure
effectiveness in 
targeting low-
income groups
Increase
responsiveness
and improve
accessibility of
health system 
for the poor
Universal
coverage of
health services
• Subsidies for cost of  GP consultation and pharmaceuticals (community health care 
and high-use health card) (New Zealand)
• Heath insurance premiums for poor and homeless people subsidized by government
(Mongolia)
• Provision of  free health care services and prescription drugs to vulnerable groups
(elderly, disabled, single mothers and children) (Mongolia)
• User-fees include exemption for the poor; provision of  health cards to the poor,
provision of  health insurance cards to the poor, creating community health funds 
for the poor, setting-up free hospital for the poor; universal coverage of  health 
insurance (Viet Nam)
• Medicare law extends financial assistance to elderly and low-income individuals;
Child Health Insurance extends Medicare to children of  low-income families 
(American Samoa)
• Secondary care is free for people who can not afford it (Macao [China])
• Support medical fee for vulnerable groups in low income families (Republic of
Korea)
• Develop and implement regulations on free provision of  health services and 
prescription drugs for vulnerable groups (Mongolia)
• Community-based health insurance (Lao People's Democratic Republic)
• Provision for waiving/exempting hospital and clinic charges subject to patient's 
ability to pay in the Fees Act (Malaysia)
• Medical charges may be waived or reduced for patients with financial difficulties 
(Hong Kong [China])
• Subsidies to enable low income households and children to access health services
under review to assess whether they are the most appropriate means of  targeting
assistance (New Zealand)
• Evaluate the current state, accessibility and utilization of  health services for 
vulnerable groups (Mongolia)
• Recruit and retain health professionals from low-income groups and ethnic 
minorities; mechanisms to ensure representation of  underprivileged groups on local 
health boards (New Zealand)
• Recruit aboriginal health professionals and develop the capacity of  health 
professionals to provide adequate services to aboriginals (Australia)
• Pilot initiatives to assess health needs, provide information, health education, 
community support and assistance with access to existing services in low-income
communities (New Zealand)
• Provide health care with coverage in entire territory (French Polynesia)
• Generalized social protection and a system assuring care to the poorest (French
Polynesia)
• Territorial policy of  social housing to control unhealthy living conditions (French
Polynesia)
• Every citizen has opportunity to access adequate health and medical care (Macao 
[China])
• Primary health care provided free of  charge (Macao [China])
• No one will be deprived of  the opportunity to receive appropriate care because of
lack of  means
• Health services provided at nominal cost (Hong Kong [China])
• Signatory of  Alma Ata and Convention of  the Rights of  the Child (Papua New 
Guinea)
• Public health care system, which is highly subsidised by the government, is 
accessible to all and affordable by individuals (Hong Kong [China])
• Non-communicable diseases, HIV/AIDS, health education, disease surveillance and 
response, health education in primary schools   (Lao People's Democratic Republic)
17%
4%
4%
13%
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Prioritize
public funding, 
service deliver
and quality 
improvements
in rural, remote 
and
underprivileged
areas
Policies, plans 
and
programmes
noted but not 
linked to 
poverty
Policies, plans 
and
programmes
noted by not 
linked to health
• Reproductive health (Mongolia);
• Population health programme (maternal care), health education and prevention
(Solomon Islands)
• Plan to develop and maintain a health care system that protects and promotes the 
health of  the population, which provides lifelong holistic care to each citizen at 
affordable prices and is financially sustainable in the long-term  (Hong Kong
[China])
• Develop rural hospitals; improve quality and accessibility of  rural health services by
creating supportive environments and mechanisms to ensure low staff  turn-over
(Mongolia)
• Increase budget allocation to poor areas; health care strategy specific to 
mountainous and remote areas with special attention to providing health care in 
these areas (increase access and quality of  care); decentralization of  health care 
services; sending doctors and qualified health workers to the community-level;
donor-supported projects target disadvantaged areas (Viet Nam)
• Address problems of  access in rural communities; address imbalance in service
provision between urban and rural areas (Viet Nam)
• Three constructive plans on rural health; work plan for building county hospital in 
counties of  poverty; work plan for supporting corresponding areas of  poverty
(China)
• Allocation of  public sector resources skewed towards the rural population; Health
Infrastructure Plan emphasizes the expansion of  infrastructure and improvements
in quality to achieve equity of  services in underserved areas (Malaysia)
• Implement the proposed Health Reform Strategy and Health Institutional Project to 
introduce a resource allocation formula that entails and takes into account 
geography, location, remoteness, population and morbidity characteristics (Solomon
Islands)
• Extension of  health facilities to remote areas; promote traditional medicine in 
remote areas (Lao People's Democratic Republic)
• Health Programme seeks to rectify imbalances between the distribution of  health 
services in urban and rural areas and between states (Malaysia)
• Rehabilitate and upgrade basic health infrastructure in the provinces (Solomon 
Islands)
• Expand the implementation of  health programmes and projects for vulnerable
groups to include rural areas (Mongolia)
• Improve quality of  care to the underserved areas (Australia)
• Decision of  the Central Committee of  the Chinese Communist Party and the State 
Council on Health Reform and Development (China)
th th
• Programme of  9  five-year and 10  five-year plan on health development (China)
• National Health Development Policy (Malaysia)
• Resolution of  Central Communist Party; strategy for health care up to 2020; ten-
year strategy for health care 2001  2010 and five-year annual health plans of
Ministry of  Health (Viet Nam)
• Health professional training (Lao People's Democratic Republic)
• Poverty Eradication Programme (Malaysia)
• Poverty Alleviation Plan (Mongolia)
13%
7%
4%
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• Maternity leave for pregnant working women (30 days) (Tonga)
• Immunization against tetanus for pregnant women  (Tonga)
• Maternal Mortality Reduction Strategy and safe motherhood (Mongolia)
• Health and medical care for pregnant and postpartum women provided free of
charge (Macao [China])
• Positive parenting (Hong Kong [China])
• Countermeasure to address the unbalanced sex-ratio through development
of  social legislative system against sex discrimination; advocacy and 
education to reduce son-preference norm and to prevent sex-selective
abortions and strengthen the punishment for medical personnel conducting 
foetal sex detection through legislative reform (Republic of  Korea)
• Encourage planned pregnancy and prevention of  induced abortion (Republic of
Korea)
• Strengthen education on sexual and reproductive health for in- and out-of-
school youth; develop strategies for youth friendly sexual and reproductive
health programmes (Republic of  Korea)
• National Reproductive Health Programme aims to ensure accessibility of
gender and age-specific IEC services to the population (Mongolia)
• Control family violence and identify sexual abuse (French Polynesia)
• Reproductive health with particular attention to adolescent girls who are
more vulnerable than boys to sexual abuse and violence and the 
consequences of  unprotected and premature sex, such as unwanted and too 
early pregnancy, HIV infection, STIs, and unsafe abortion (Papua New 
Guinea)
• One-stop Crises Centre (Malaysia)
• Family health development programme (reproductive health at various levels
of  service); family life education (includes elements of  sex education and 
gender sensitisation) (Malaysia)
• National AIDS Programme has certain provisions concerning gender 
participation in AIDS prevention (Mongolia)
• Universal antenatal HIV screening; STI prevention and control (Hong Kong
[China])
• Population Policy (Mongolia)
• Concern for the need to address the particular health issues affection women (New 
Zealand)
• Provide women health care in the government primary care system and in primary
care system, specifically focusing on protection of  women's health (Macao 
[China])
• Cervical cancer and breast screening; breast awareness; healthy lifestyle; mental 
wellness (Hong Kong [China])
• Gender-sensitivity in-service training (Malaysia)
• Increase access to female health practitioners in rural areas (Australia)
• Approach to gender firmly underpinned by comprehensive legislative
provisions in the areas of  human rights and equal rights that forbid 
discrimination on a number of  grounds, including gender. (New Zealand)
• Federal constitution states that no one can discriminate solely on the basis 
of  gender; party to the Convention on the Elimination of  All Forms of
Discrimination Against Women (with some reservations) (Malaysia)
ANNEX H: Summary of  reported policies, plans and programmes addressing issues 
22, 23
of  gender
Maternal health
Gender-
sensitive
policies, plans 
and
programmes
Women's
health
Increase
services
responsiveness
Equality,
human rights 
and non-
discrimination
14%
21%
11%
7%
14%
22
Bolded items represent gender responsive policies, plans and programmes
23
Please note only 52% of  respondents report current national health policies, plans and programmes that address issues of  gender
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Women as 
disadvantaged/
vulnerable
group
Monitoring,
evaluation and 
research
Policies, plans 
and
programmes
noted but with 
no clear link 
with gender
Policies, plans 
and
programmes
beyond the 
health sector
• Signatory to the Convention to Eliminate All forms of  Discrimination 
against Women (Papua New Guinea)
• No one, regardless of  sex or age, will be deprived of  the opportunity to 
receive appropriate care because of  lack of  means (Hong Kong [China])
• Women are vulnerable group and their health should be protected as a 
priority (Macao [China])
• Clear priority given to the disadvantaged, including women, in health policy 
(Malaysia)
• Ensure effectiveness and quality of  service provision for women's health 
issues (New Zealand)
• National Programme on Science and Technology Development, one area 
of  research is "age- and gender-specific health behaviour research"
(Mongolia)
• Health Sector Development Programme (Mongolia)
• Strengthen preventive care and re-engineer services into a life course approach, 
with a view to providing the community with a comprehensive, holistic and lifelong 
health promotion and preventive care programmes, from infancy to old age (Hong 
Kong [China])
• Health sector development proposes to re-open speciality training courses for 
midwives
th th
• 7  Malaysia Plan  comprehensive family health plan and 8  Malaysia Plan: equity in 
access to comprehensive preventive services in terms of  geographic location, 
socio-economic groups; comprehensive and integrated primary health care 
(Malaysia)
• Healthy lifestyle campaign (Malaysia)
• Ministry of  Women and Family development: guidelines and directions to ensure 
women's interest and participation is not overlooked or neglected in all 
programmes of  the nation (Malaysia)
• Plan of  Action for Women; Women's Agenda for Change (developed by NGOs) 
contains commitment by all agencies towards gender equality and women
development (Malaysia)
• Creation of  the Youth and Women's Affairs to give attention to the problems and 
needs of  youth and women (American Samoa)
7%
7%
11%
7%
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• Improve health services for underprivileged rural populations by increasing the 
supply of  MDs through contracting (Ulaanbaatar city and aimag centre doctors 
contracted to soum hospitals) (Mongolia)
• Aimag, soum and family doctors' salaries increased by 10 -20% (Mongolia)
• One of  the strategies is to reduce misdistribution of  health personnel to improve
coverage in underserved areas (Malaysia)
• It is standard procedure for new government doctors to serve in rural areas before 
being granted further studies/ specialization (Malaysia)
• Secondment of  doctors to the Ministry of  Rural Development to provide health 
and medical care for local aborigines (Malaysia)
• The creation of  certain categories of  health personnel, e.g. family specialist, 
community nurse and public health overseers, are meant to serve in rural and 
underprivileged communities (Malaysia)
• The participation of  women in technical, professional and management positions 
shall be proactively pursued (objective: to have increased the proportion of  women
in management positions by 30% by 2010) (Papua New Guinea)
• Greater recruitment and retention of  women and people drawn from a range of
socio-economic groups and different ethnic backgrounds; training, recruitment and 
retention of  indigenous health practitioners (New Zealand, Australia)
• The selection of  staff, provision of  career pathway and advancement both for male 
and female staff  (Solomon Islands)
• Poverty and social protection issues of  health sector workers is reflected in the 
draft Human Resource Policy Papers; provisions regarding health workers' pay
increase (Mongolia)
• Development of  a skilled workforce able to respond to indigenous health needs to 
provide adequate services to indigenous (Australia)
•· Rural health staff  given priority in all training (Papua New Guinea)
• Build the capacity to implement poverty-focused programmes outlines in response 
to question 1 (Lao People's Democratic Republic)
• Conferences, workshops, etc. organized to discuss poverty issues in health care
(Viet Nam)
• Training in the framework of  family violence and sexual abuse (French Polynesia)
• Courses on gender and health have been organized by some donor-supported
programmes (Viet Nam)
• Crisis centre has regular in-service courses with NGOs (Malaysia)
• In-service training on family planning, with elements of  male participation and 
male involvement (Malaysia)
• Gender sensitization as in-service course organized by the Ministry of  Women and 
Family Development (Malaysia)
• Training for health educators (includes gender perspective), counsellors on 
reproductive health and health practitioners in local public health centres (Republic
of  Korea)
ANNEX I: Summary of  reported current human resource development policies, 
plans and programmes that include strengthening the capacity of  health 
24
professionals to address poverty and gender concerns
11%
22%
6%
39%
Redistribute
and retention 
health care 
staff  towards
rural and 
underserved
areas
Promote equal 
representation
of  women,
ethnic
minorities and 
people from 
low socio-
economic
backgrounds
among health 
professionals
Improve
service
conditions for 
health sector 
workers
Increase
responsiveness
of  health 
providers to 
address poverty
and gender
concerns
through
training and 
capacity
building
24
Please note only 52% of  respondents report current human resource development policies, plans and programmes including 
strengthening the capacity of  health professionals address poverty and gender concerns
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Policies, plans 
and
programmes
noted but not 
clearly lined to 
gender or 
poverty
concerns
• Ensure an adequate supply of  health care professionals to meet the changing needs 
of  the community  (Hong Kong [China])
• Advocate lifelong learning for health care professionals to ensure quality of  practice 
(Hong Kong [China])
• Further develop, manage in a learning atmosphere and giving in relation to affective
and efficient health service delivery.  Staff  motivation through skill enlargement and 
job enrichment will be pursued (Solomon Islands)
• Policy goal is to develop a workforce that is responsive professionally, affectively
and efficiently.  Emphasis will be focused on areas to improve knowledge and 
attitudes of  health workers to promote quality health care services, management
and strategic planning both at clinical and preventive health clinics (Solomon 
Islands)
• Vision for Health includes a clear description of  health care provider characteristics
(Malaysia)
• Will equip frontline workers with training towards a lifelong holistic care approach
• Improve human resource functions of  Ministry of  Health (Hong Kong [China])
• A certain percentage of  state budget is allocated to on-the-job and refresher 
training for health workers (Mongolia)
• Planning and development of  human resources are being strengthened with 
inculcation of  a learning culture among all health personnel and utilization of
innovative training approaches, such as on-the-job training, distance learning and 
creation of  virtual campuses within health institutions (Malaysia)
• To ensure production of  medical professionals and allied health personnel are
appropriate in terms of  category, knowledge, skill and attitude and to ensure 
continued medical education for all categories of  health personnel (Malaysia)
• Human resource requirements to be kept under regular review (Hong Kong
[China])
• Undergraduate training, post graduate training, open learning (distance education 
programme) and one-the-job training (Solomon Islands)
• In-service training on corporate culture of  the Ministry of  Health (Malaysia)
22%
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